Sarcoidosis is a multi-system disease which rarely involves the upper respiratory tract, leading to hoarseness, dysphagia, laryngeal paralysis, and upper airway obstruction. The Waldeyer's ring involvement in sarcoidosis is also very rare. In this article, we report a 32-year-old male case in whom a nasopharyngeal mass was detected based on the Waldeyer's ring involvement due to sarcoidosis.
Sarcoidosis is a multisystem disease that most commonly affects those between the ages of 10 and 40. The overall prevalence of sarcoidosis appears to be between 10 to 20 per 100,000 people. Lung involvement occurs in over 90% of cases. Rarely there may be involvement of the upper airway with symptoms of hoarseness, dysphagia, laryngeal paralysis, and upper airway obstruction. Extrapulmonary symptoms may be reported, including the skin (rashes, plaques), joint (arthritis) or eye findings (changes in vision, iridocyclitis). Patients may have noticed lumps due to lymphadenopathy. The physical exam may reveal several findings supportive of a diagnosis of sarcoidosis; however none of the findings are specific to sarcoidosis. [1] We report a case of sarcoidosis with nasopharyngeal involvement.
CASE REPORT
A 32-year-old male was referred to our hospital with a chief complaint of nasal obstruction and snoring. Nasal endoscopic examination revealed septal deviation to the left, bilateral inferior turbinate hypertrophy, a polypoid mass in the nasopharynx and hypertrophy of the uvula. Operative planning included septoplasty, radiofrequency ablation and outfracture of the inferior turbinates, nasopharyngeal biopsy as well as adenoidectomy and partial uvulectomy.
Preoperative lab values were within normal limits. Paranasal computed tomography (CT) revealed a polypoid mass in the nasopharynx (Figure 1 ). Written informed consent for these procedures and their reporting had been obtained from the patient, and surgery was performed.
Postoperative pathological examination of the nasopharyngeal material was interpreted as 'granulomatous inflammation' (Figure 2) . A sample was negative for acid resistant bacteria staining and cell line cultures did not propagate. Further examination revealed slightly elevated levels of serum angiotensin converting enzyme (57 U/L, Normal range: 8-52 U/L). Blood and urine calcium levels were within normal limits.
Chest X-ray and thoracic CT revealed mediastinal vs. hilar lymphadenopaties ( Figure 3 ). The patient underwent bronchoscopy, and microscopic examination of bronchoscopic material revealed alveolar macrophages, lymphocytes and polymorphonuclear leukocytes. Ophthalmic examination did not reveal any ocular involvement. The patient was referred to the Pulmonology Department for further follow-up.
DISCUSSION
Many systemic diseases affect Waldeyer's ring and should be considered in the differential diagnosis, such as Tangier's disease (familial hypo-alpha-lipoproteinemia), tuberculosis, amyloidosis and metastasis from primary tumors as well as sarcoidosis. Children with Tangier's disease have enlarged, hyperplastic palatine and pharyngeal tonsils with yellow-orange or yellow-grey discoloration. Histologically, large groups and accumulations of macrophages with foamy cytoplasm can be identified in the palatine and pharyngeal tonsils. Isolated tumor-like involvement of the nasopharynx, of the entire Waldeyer's ring or the palatine tonsils without systemic disease is exceptionally rare. Amyloid deposition in Waldeyer's ring has been described in plasmacytomas, nasopharyngeal carcinomas or tonsillitis. Metastases from primary tumors outside the head and neck area to the naso-and oropharynx are exceptionally rare, because the nasopharyngeal and palatine tonsils have no afferent lymph vessels. Renal cell carcinomas are known to metastasize to the nasopharynx. Bilateral metastases to the palatine tonsils have been described for pancreatic carcinoma.
Other metastatic palatine tonsil tumors include carcinomas of the breast, lung, stomach, colon, prostate, skin and kidneys. Another differential diagnosis consists of infections with Mycobacterium tuberculosis and formation of caseating tuberculoid granulomas. The majority of patients with pulmonary tuberculosis have nasopharyngeal involvement, but isolated nasopharyngeal tuberculosis is rare. [2] There are few examples in the literature of Waldeyer's ring involvement due to sarcoidosis. Yarington et al. [3] reported a case with isolated tonsillar sarcoidosis and Erwin [4] reported tonsillar sarcoidosis cases. Saussez et al. [5] reported a fiveyear-old case that was incidentally identified with bilateral tonsillar and adenoidal sarcoidosis. In 1986, two sarcoidosis cases were reported that were diagnosed after adenoidectomy. [6] In a study published in 1982, 220 of 2,319 sarcoidosis patients had head and neck region involvement, representing 9% of the patients seen at the Mayo Clinic from 1950 through 1981, and researchers identified 12 who had laryngeal sarcoidosis. [7] Similarly in another epidemiologic study, 22 out of 736 patients with sarcoidosis had ear, nose and throat involvement (3%). [8] Also, a study of 818 patients with multisystem sarcoidosis reported that 53 patients (6%) exhibited involvement of the upper respiratory tract, with the majority (n=36) having nasal mucosal involvement. [9] A nasal examination may reveal a granulomatous mass, yellow-white mucosal papules, and adhesions and crusting of septal and turbinate mucosa. Nodular sarcoidosis of supraglottic and glottic structures can lead to dyspnea, stridor, dysphonia, irritating cough with pharyngolaryngeal discomfort, dysphagia, retronasal obstruction, and/or hyponasal speech. [10] In laryngeal sarcoidosis, most commonly involved is the epiglottis followed by the arytenoids, aryepiglottic folds, and ventricular folds. Involvement of the true vocal folds and subglottis is rare. [11] Cervical lymphadenopathy is the most common head and neck manifestation of sarcoidosis, but sarcoidosis only accounts for 1.7% of all head and neck lymphadenopathy. [12] In conclusion, patients with sarcoidosis can refer to otolaryngology clinics with nonspecific symptoms such as nasal obstruction and snoring. This report is intended to indicate that nasopharyngeal involvement of sarcoidosis is one of the reasons of nasal obstruction in patients with sarcoidosis and to draw attention to the need to consider sarcoidosis in the differential diagnosis of patients with acquired nasal obstruction.
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